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In this study, 398 Iranian cancer patients completed the 15-item Templer’s Death Anxiety Scale 
(TDAS). Tests of internal consistency, principal components analysis, and confirmatory factor 
analysis were conducted to assess the internal consistency and factorial validity of the Persian 
TDAS. The Construct reliability statistic and average variance extracted were also calculated to 
measure construct reliability, convergent validity, and discriminant validity. Principal 
components analysis indicated a three component solution, which was generally supported in the 
confirmatory analysis However, acceptable cutoffs for construct reliability, convergent validity, 
and discriminant validity were not fulfilled for the three subscales that were derived from the 
principal component analysis. This study demonstrated both the advantages and potential 
limitations of using the TDAS with Persian-speaking cancer patients. 
Keywords: cancer, principal component analysis, psychometric properties, reliability, validity 
Confronting death is a formidable human concern that is impressed by personal 
experiences and socio-cultural beliefs (Nia, Lehto, Ebadi, & Peyrovi, 2016). This concern is 
rooted in individuals’ past experiences, previous injuries, perceived threats, and negative life 
events (Nia, Ebadi, Lehto, & Peyrovi, 2015). Anxiety over death, simply called death anxiety 
(DA), includes thoughts, negative feelings, fears, emotions, and hopes related to end of life 
which emerge while experiencing major injuries (Brown, 2011). In fact, DA is a complex and 
multi-dimensional concept which cannot be explained easily. It is defined as the fear over ones’ 
own or others’ death. In other words, it consists of predicting and being afraid of one’s own or 
significant others’ death (Gire, 2014). DA is present in all cultures, and religions react to it 
differently (Adam B Cohen et al., 2005). 
Individuals’ attitudes towards death are affected by many factors including personal 
characteristics (such as age, gender, and health status), their belief system, intrinsic religiosity, 
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perceived threats, death education, death-related experiences, social context, and cultural, ethical 
and spiritual beliefs (Hunt & Rosenthal, 2000; Kawano, 2010; Rooda, Clements, & Jordan, 1998; 
Schiappa, Gregg, & Hewes, 2004; Zana, Szabó, & Hegedűs, 2009). DA is a characteristic which 
is acquired over life through social interactions. In other words, DA is not an innate and inherent 
quality; rather, it is an acquired characteristic which is affected by the immediate culture and 
context (Vernon, 1970). For instance, the results of a study conducted by Kawano (2010) on 
older Japanese revealed that DA is less prevalent in cultures in which the ashes of a burned dead 
corpus are scattered (Kawano, 2010). Moreover, Tavakoli and Ahmadzadeh noted that DA is 
more common in Western cultures compared to Eastern ones (Tavakoli & Ahmadzadeh, 2011). 
Some researches states that there is a significant relationship between DA and internal and 
external religious orientation, life satisfaction, and belief in life after death (Cicirelli, 1999; 
Adam B Cohen et al., 2005). Moreover, the results of studies showed that religiosity and 
spirituality has negative relationship with DA among Muslims (Al-Sabwah & Abdel-Khalek, 
2006; Suhail & Akram, 2002). 
DA is a major problem among patients with cancer In the study conducted by Khezri 
Bahreyni, Ravanipour, and Mirzaee (2015) the prevalence of DA among cancer patients was 
estimated to be about 71% (Khezri et al., 2015). Despite great medical advances, cancer is still 
among the most important health problems of the present century and is the second leading cause 
of death after cardiovascular disease (Khezri et al., 2015). It is considered by many to be a 
refractory condition and hence, when a definitive diagnosis of cancer is established, unrealistic 
fear and anxiety are expected (Mardani-Hamule & Sharak Vahed, 2010). Nonetheless, healthcare 
professionals mainly focus on managing patients’ physical problems while patients are suffering 
from different DA-inducing psychological problems such as pain, agony, stress, depression, poor 
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quality of life, as well as fear over loneliness and loss of control (Krause, Rydall, Hales, Rodin, 
& Lo, 2015; Zana et al., 2009). 
The impact of religion on DA has long been discussed. In one study, attitudes toward 
death (as a result of individuals` life experiences) could better predict the multiple dimensions of 
DA than factors such as demographic characteristics (R. A. Neimeyer, Wittkowski, & Moser, 
2004). Belief in the life after death is another aspect of religious beliefs that are associated with 
DA. The results of a study suggested that religious people tend to have somewhat more positive 
attitudes and therefore less DA than non-religious people (Alvarado, Templer, Bresler, & 
Thomas-Dobson, 1995). However, the results of other studies have failed to show a significant 
relationship between religion and DA (F. Azaiza, P. Ron, M. Shoham, & I. Gigini, 2010; J.A. 
Thorson & Powell, 1989). Among Muslims, research has shown that religiosity has a negative 
relationship with DA (Al-Sabwah & Abdel-Khalek, 2006; Suhail & Akram, 2002). 
The construct of DA is assessed by using different standardized instruments (Tavakoli & 
Ahmadzadeh, 2011) including the Templer’s Death Anxiety Scale (Templer, 1970), the Revised 
Death Anxiety Scale (James A Thorson & Powell, 1992), the Collett-Lester Fear of Death Scale 
(Lester, 1994), the Threat Index (Rigdon, Epting, Neimeyer, & Krieger, 1979), the Death 
Attitude Profile-Revised (Paul, Reker, & Gesser, 1994), the Multidimensional Orientation 
toward Dying and Death Inventory (Wittkowski, 2001), the Multidimensional Fear of Death 
Scale (Robert A Neimeyer & Moore, 1994), and the Fear of Personal Death Scale (Lazar, 2006). 
Although The Templer’s Death Anxiety Scale (TDAS) is widely used for DA assessment in Iran 
(Naderi & Roushani, 2011; Nia et al., 2014), the validity and reliability of the scale has not been 
assessed methodologically (McDonald & Hilgendorf, 1986; Naderi & Roushani, 2011). 
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TDAS was developed by Templer (1970) and contains fifteen items (Templer, 1970). 
Many studies in Iran have assessed DA and its effects on psychosocial well-being by using the 
TDAS (Salajegheh & Raghibi, 2014). Tavakoli et al. (2011) highlighted that researchers need to 
use valid and reliable instruments for evaluating DA (Tavakoli & Ahmadzadeh, 2011). 
According to the significant effects of socio-cultural factors on DA, it is crucial to develop 
culturally-adapted instruments for assessing DA (Depaola, Griffin, Young, & Neimeyer, 2003). 
The purpose of the present study was to evaluate the psychometric properties of the Persian 
version of the TDAS in a sample of Iranian cancer patients. 
METHODS 
This cross-sectional survey study was conducted in 2012. The survey contained items on 
patients’ age, gender, employment, marriage, educational and socioeconomic status, cancer 
stage, and type of treatment. The TDAS was used to assess DA. Initially, written permission was 
obtained from the developer of the scale, i.e. Donald Templer, for using the TDAS. Then, the 
World Health Organization protocol was used to translate the TDAS into Persian (World Health 
Organization, 2009). We employed the forward-backward translation technique for translating 
the scale from English into Persian. Accordingly, two English-Persian translators were invited to 
independently translate the TDAS. An expert panel consisting of the authors of this paper and the 
two translators assessed and unified the two translations and produced a single Persian 
translation of TDAS. Thereafter, a Persian-English translator was asked to back-translate the 
Persian TDAS into English. This English version of the TDAS was sent to Dr. Templer. He 
confirmed the correctness of translations and confirmed the similarity of our English TDAS with 
the original English TDAS. The TDAS includes fifteen items which are scored on a five-point 
Likert scale from 1 (Completely disagree) to 5 (Completely agree). Consequently, the total score 
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of the scale ranges from 15 to 75. Lower scores show lower levels of DA. Items 2, 3, 5, 6, 7, and 
15 are reversely scored (Templer, 1970). 
FACE VALIDITY ASSESSMENT 
The face validity of the Persian TDAS was assessed both qualitatively and quantitatively. 
Qualitative Face Validity Assessment 
For assessing the qualitative face validity of the Persian TDAS, ten cancer patients were 
invited to assess and comment on the appropriateness, difficulty, relevance, and ambiguity of the 
items. Moreover, the necessary time for completing the scale was determined in this step. The 
scale was amended according to patients’ comments. 
Quantitative Face Validity Assessment 
The item impact technique was adopted for assessing the quantitative face validity of the 
Persian TDAS. Consequently, the same ten patients were asked to determine the importance of 
the items on a Likert-type scale from 1 (Not important) to 5 (Completely important). The item 
impact score of each item was calculated by using the following formula, Importance  
Frequency (%). In this formula, frequency is equal to the number of patients who had ascribed a 
score of 4 or 5 to the intended item and importance was equal to scores 4 or 5. If the impact score 
of the item was greater than 1.5, the item was considered as suitable and it was maintained in the 
scale (Hajizadeh & Asghari, 2011; Maasoumi et al., 2013). 
Content Validity Assessment 
The content validity of the Persian TDAS was also assessed both qualitatively and 
quantitatively as explained below. 
Qualitative Content Validity Assessment 
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In this step, the Persian TDAS was provided to fifteen experts (nine nursing doctorates, 
two psychiatrists, two clinical psychologists, and two oncologists) and they were asked to assess 
and comment on the wording, item allocation, and scaling of the items (Colton & Covert, 2007). 
They provided feedback on differences found in certain items between the English and the 
Persian version. Based on their comments, a final translation was created. 
Quantitative Content Validity Assessment 
The quantitative content validity of the scale was assessed through calculating Content 
Validity Ratio (CVR) and Content Validity Index (CVI) for the items. CVR reflects whether the 
items are essential or not. Accordingly, fifteen experts (that was mentioned above) were asked to 
rate the essentiality of the TDAS items on a three-point scale as follows: Not essential: 1; Useful 
but not essential: 2; and Essential: 3 (Cook & Beckman, 2006). The CVR of each item was 
calculated by using the following formula: CVR = (ne – (N/2)) / (N/2). In this formula, N and ne 
are respectively equal to the total number of experts and the number of experts who score the 
intended item as ‘Essential’ ‘Essential’. According to Lawshe (1975), when the number of 
panelists is fifteen, the minimum acceptable CVR is equal to .49 (Lawshe, 1975). 
On the other hand, CVI shows the degree to which the items of the intended scale are 
simple, relevant, and clear. CVI can be calculated for each item of a scale (Item-level or I-CVI) 
and for the overall scale (Scale-level or S-CVI). Accordingly, we asked the same fifteen panelists 
to rate the simplicity, relevance, and clarity of the TDAS items on a four-point scale from 1 to 4. 
For instance, the four points for rating the relevance of the items were ‘Not relevant, ‘Somewhat 
relevant’, ‘Quite relevant’, and ‘Highly relevant’ which were scored as 1, 2, 3, and 4, 
respectively. The I-CVI of each item was calculated by dividing the number of panelists who had 
rated that item as 3 or 4 by the total number of the panelists. Lynn, Surya Das, Hallquist, and 
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Williams (2006) noted that when the number of panelists is equal to fifteen, the items which 
acquire an I-CVI value of .79 or greater are considered as appropriate (Jay Lynn et al., 2006). 
CONSTRUCT VALIDITY ASSESSMENT 
To assess construct validity, the factor structure of the Persian TDAS was examined by 
conducting a principal components analysis followed by a varimax rotation with SPSS 22 (SPSS 
Inc., Chicago, IL, USA). The study of population consisted of all patients who had been referred 
to a major tertiary cancer institute located in Tehran, Iran, between September and December 
2012 for cancer treatments such as surgical resection, radiotherapy, and chemotherapy. The 
patients’ inclusion criteria were , being eligible for receiving surgery, radiotherapy or 
chemotherapy, being able to read and write Persian, and have no physical or psychiatric 
problems—other than cancer—which could restrict participation in the study (such as 
schizophrenia, post-traumatic stress disorder, dementia, major depressive disorder). The 
minimum sample size for conducting principal component analysis is equal to 5–10 times more 
than the number of the items of the intended instrument (Kellar & Kelvin, 2012). Consequently, 
415 patients were recruited. Patients were asked to complete the Persian TDAS. The Kaiser-
Meyer-Olkin (KMO) test and the Bartlett’s test of sphericity were used to check the 
appropriateness of the study sample and the factor analysis model. The number of components 
was determined based on eigenvalues (eigenvalues of one or less should be ignored) and scree 
plot. Items with absolute loading values of .3 or greater were regarded as appropriate (Saggino & 
Kline, 1996). 
The component structure obtained from the PCA was then examined using a 
confirmatory factor analysis (CFA) conducted with AMOS 19. Performing PCA followed by 
CFA has been recommended in psychometric studies (Kline, 2000). Although, ideally where 
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possible, a new data set should be used in the CFA analysis, assessing the model fit by 
conducting CFA on the same sample could provide useful information for subsequent CFA on 
new samples (Ho, Chan, & Ho, 2004; Martin & Savage-McGlynn, 2013; Van Prooijen & Van 
Der Kloot, 2001). In fact, if results obtained from PCA cannot be confirmed by CFA, most 
probably the results of PCA will not be confirmed in a different sample. Thus, it would be useful 
to examine to what extent the data fits to the model derived from PCA by performing CFA on 
the same sample (Ho et al., 2004; Van Prooijen & Van Der Kloot, 2001). 
Jaccard and Wan (1996) have recommended that most common indexes of goodness a 
fitting model in CFA are χ2 goodness-of-fit index (CMIN), Root Mean Square Error of 
Approximation (RMSEA), Normed fit index (NFI), Adjusted Goodness of Fit Index (AGFI), TLI 
(Tucker-Lewis index), Parsimonious comparative fit index (PCFI), and the chi-square divided by 
the df value (CMIN/DF) (Jaccard & Wan, 1996). Cut-off criteria of model fit indices for latent 
variable models are shown in Table 1 (Hooper, Coughlan, & Mullen, 2008; Schreiber, Nora, 
Stage, Barlow, & King, 2006). 
Convergent and discriminant validity were assessed by estimating average variance 
extracted (AVE), maximum shared squared variance (MSV) and average shared square variance 
(ASV). To establish convergent validity, the AVE of constructs should exceed .50. For 
discriminant validity, both MSV and ASV should be less than AVE (A.B. Cohen et al., 2005). 
RELIABILITY ASSESSMENT 
The reliability of the Persian TDAS was first assessed through evaluating its internal 
consistency and calculating Cronbach’s alpha. Alpha values of .7 or greater show satisfactory 
internal consistency (Jorritsma, de Vries, Dijkstra, Geertzen, & Reneman, 2012). Then, the 
construct reliability (CR) statistic for each the factors were assessed. CR values greater than .7 
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indicate good reliability and values between .6 and .7 can be accepted providing other indicators 
are good (Hair, Black, Babin, Anderson, & Tatham, 2006). 
ETHICAL CONSIDERATIONS 
The study was approved by the Ethics Committee of Qazvin University of Medical 
Sciences, Qazvin, Iran. Patients were informed about the study aims and procedures. Moreover, 
they were ensured that participation was voluntary and that it would not affect the course of their 
treatments. The confidentiality of patients’ information was guaranteed. Informed consent was 
obtained from all participants. 
RESULTS 
In total, 415 patients were recruited to this study, among whom, 398 patients completed 
the study questionnaires. The response rate was 92%. The mean of participants’ age was 
51.7 ± 15.13 years. Most of the patients were female (51.5%), married (90.7%), and unemployed 
(71.1%). The duration of having suffered from cancer ranged from one to 360 months with a 
mean of 18.07 ± 30.51 (Table 2). 
The impact score, CVR, and I-CVI values of all the fifteen items of the Persian TDAS 
were respectively greater than 1.5, .49 and .79 (Table 3) and hence, none of the items were 
excluded. 
The KMO was .89, and the Bartlett’s test of sphericity was significant (p < .001, 1870.30, 
df = 66) demonstrating that the sampling was adequate. PCA with varimax rotation was 
conducted to assess the underlying structure for the 15-items of the TDAS. The scree plot 
(Figure 1) indicated that three solutions were optimal. The varimax rotation indicated that (a) 
five items loaded on the first component which explained 26.24% of the post-rotation variance; 
(b) four items loaded on the second component with 25.88% of the post-rotation variance; (c) 
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and three items loaded on the third component with 11.80% of the post-rotation variance. After 
inspecting the items that clustered together in this analysis, these three components were labeled: 
(1) fear of death, (2) worry and stress, and (3) general concerns. The total cumulative variance 
explained by these three components was 63.93%. Table 4 displays the items and loadings for 
the rotated components, with loadings less than .50 omitted to improve clarity. 
Next, the component structure obtained with PCA was assessed with a CFA. According 
to the final model for the TDAS construction, there were correlations between the 1th and 5th 
items (between e1 and e2), the 3th and 6th items (between e3 and e4), and the 9th and 11th items 
(between e6 and e8). The final model, shown in Figure 2, was arrived after reviewing model 
modification indices for sources of model misfit. The fit of the final CFA was acceptable [χ2 (48, 
N = 398) = 166.72, p < .001; AGFI = .885, PCFI = .683, PNFI = .662, TLI = .912, 
CMIN/DF = 3.47, RMSEA = .079).  
As shown in Table 5, the AVE, MSV, and ASV values for the three tested constructs did 
not fulfill the requirements for convergent and discriminant validity. Specifically, AVE values 
were less than the .50 cutoff and MSV and ASV values were generally greater than AVE. Using 
Cronbach’s alpha, reliability coefficients for 15 items was .81 which indicates a good reliability. 
However, the CR of components 1, 2, and 3 were .62, .68, and .60 respectively which did not 
indicate good construct reliability. This is because other indicators including AVE, MSV, and 
ASV did not fulfill the requirements. 
DISCUSSION 
The purpose of this study was to evaluate the psychometric properties of the Persian 
version of the TDAS in a sample of Iranian cancer patients. The findings demonstrated that the 
TDAS is a multidimensional instrument. The results of principal component analysis with 
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varimax rotation showed that the Persian TDAS had a three-component structure whose 
components were fear of death, worry and stress, and general concern about negative things. 
These three components had eigenvalues greater than 1. The highest and the lowest loads were 
related to components 1 (fear of death) and 3 (general concerns), respectively. The model that 
was tested in this study is somewhat simpler than those identified in prior studies. For example, 
Conte, Conte, Weiner, and Plutchik (1982) found that the four factors of the scale were fear of 
the unknown, fear of suffering, fear of loneliness, and fear of personal extinction (Conte et al., 
1982). Tavakoli and Ahmadzadeh (2011) reported that the TDAS consisted of the five factors of 
absolute death anxiety, fear of pain, death-related thoughts, shortness of life, and fear over future 
(Tavakoli & Ahmadzadeh, 2011). Abdel-Khalek et al. (1993) and Levin (1990) also reported that 
the five factors of the scale were death-related thoughts, death-related pain, preoccupation with 
death, life shortness, and fear over future (A. Abdel-Khalek, Beshai, & Templer, 1993; Levin, 
1989). 
Fear of death was one of the components identified for the scale in the present study. Lo 
et al. (2011) also found that fear of death was one of the factors related to death anxiety among 
patients with end-stage cancers. They reported that 45% of cancer patients participating in their 
study had experienced fear of death (Lo et al., 2011). According to Azaiza et al. (2010), fear of 
death can be related to having limited knowledge about underlying disease (Faisal Azaiza, Pnina 
Ron, Meyrav Shoham, & Ibrahim Gigini, 2010). Besides, factors such as lack of fully-effective 
treatments for life-threatening conditions such as cancer, the inevitability of death, as well as 
negative feelings and images (such as seeing a dead corpus) can heighten patients’ fear of death 
(Benton, Christopher, & Walter, 2007; Sherman, Norman, & McSherry, 2010). 
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Another component of the TDAS was worry and stress about death. Given the items 
loaded on this component, patients’ worry and stress were related to rapid passage of time, 
shortness of life, imminent painful death, fear of the unknown, and despair. Lonetto et al. (1979) 
also found time awareness as one of the factors of death anxiety structure among Irish and 
Canadian students (Lonetto, Fleming, & Mercer, 1979). Another study showed that the concern 
and stress of the patients may be due to their attachment and having painful death (Lonetto et al., 
1979). Tavakoli and Ahmadzadeh (2011) also reported that passage of time and life shortness 
were among the dimensions of death anxiety (Tavakoli & Ahmadzadeh, 2011). Such worry and 
stress can be related to environmental factors and unpredictable situations which affect death-
related experiences (Floyd, Coulon, Yanez, & LaSota, 2004). Moreover, factors such as the 
severity of disease, witnessing others’ death, and separation from beloved ones and things can 
heighten patients’ death-related fear and anxiety (Nia et al., 2015). 
The third component was general concern about negative things such as surgery or 
probable war. Emanuel, Fairclough, Wolfe, and Emanuel (2004) noted that talks about death are 
a general concern which can increase death anxiety among some cancer patients. Palliative care 
measures such as asking patients to articulate their concerns and perceptions can alleviate their 
anxiety and enhance their quality of life (Emanuel et al., 2004). Nia et al. (2014) also noted that 
thinking about the grave, burying, as well as postmortem disintegration, decay, and putrefying of 
a dead body can heighten patients’ concerns (Nia et al., 2014). 
According to the final model of TDAS, there is a correlation between measurement errors 
of items first and fifth (e1, e2), third and sixth (e3, e4), and ninth and eleventh (e6, e8). Monroe 
(2005) states that correlated measurement error occurs in situations in which variables have not 
been identified clearly or not measured directly, so it can affect item responses (Cicirelli, 1999). 
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Measurement errors may be caused by method effects such as self-reported measurement 
method. On the other hand, measurement errors can be the result of similar meaning or close to 
the meanings of words and phrases in both positive and negative statements (Harrington, 2008). 
The present study used AVE, MSV, and ASV to assess the convergent and discriminant 
validity of the subscales derived from the three components that were identified. However, the 
results did not support the convergent and discriminant validity for each construct. The criterion 
of convergent validity was that the AVE is smaller than .5. Discriminant validity has not been 
fulfilled because MSV and ASV were larger than AVE. Stated differently, the measurement 
model did not show how measured items logically and systematically contributed to the unique 
latent constructs (Jiang, 2014). 
The study findings also indicated that the Cronbach’s alpha value for the overall TDAS 
was equal to .81, indicating an acceptable reliability. However, the CR values for components 1, 
2, and 3 were not high enough. This finding may be attributed to the fact that the TDAS is a 
general DA assessment scale and hence, it does not specifically assess cancer-related DA. 
Templer (1970) reported a test-retest correlation coefficient and an internal consistency 
coefficient of respectively .83 and .76 for the scale (Templer, 1970). In a study conducted by 
Tavakoli and Ahmadzadeh (2011), these values were equal to .87 and .75, respectively (Tavakoli 
& Ahmadzadeh, 2011). Abdel-Khalek (1991) also reported that the split-half coefficients of the 
Arabic version of the scale among men and women were .57 and .78, respectively (A. M. Abdel-
Khalek, 1991). Nia et al. (2014) assessed internal consistency for the 51-item DAS-Extended that 
showed Cronbach’s α = .89 (Nia et al., 2014). Many factors can affect the reliability of a 
measurement instrument. Cronbach’s alpha has been associated with the number of items and 
length of the test on a tool (DeVellis, 2012). 
D
ow
nl
oa
de
d 
by
 [U
niv
ers
ity
 of
 N
eb
ras
ka
, L
inc
oln
] a
t 0
2:1
4 0
4 J
un
e 2
01
6 
 15 
One of the main tasks of the cultural system is to create a symbolic structure in order to 
discuss death, its occurrence, and importance in each society (Becker, 1997). Facing death and 
having anxiety about its unavoidable nature is a uniquely human psychological dilemma. Despite 
an increase in advanced technologies for improved health systems, patients' survival and access 
to treatment, death is a reality for health care providers. Although nurses and other end-of-life 
practitioners have a key role to play in assessing and managing DA in their the patients and their 
families, the findings of this study may not significantly guide their work other than to highlight 
the salience of DA among Iranian cancer patients, while also underscoring the need to potentially 
consider more cancer-specific concerns (e.g., fears about symptom progression or lack of 
functionality). 
In our study, like other psychometric studies, there were several limitations. These 
limitations included: 1) the cross-sectional study design which did not allow for longitudinal 
assessment of test-retest reliability, 2) the use of self-report survey methods which could be 
subject to biased or false reporting, 3) a potentially non-representative sample, particularly with 
regard to educational limitations, which could hinder participants’ ability to understand TDAS 
items, 4) the lack of other death and/or anxiety-related measures in the study that could be used 
for psychometric comparison with the TDAS, and 5) conducting PCA and CFA on the same 
sample that could limit the generalizability of the results and scope of the study. Thus, it is 
recommended to perform CFA on another independent samples in the future to examine factors 
stability. 
CONCLUSION 
Study findings suggest that the Persian TDAS has a three-component structure and 
acceptable reliability. However, values for discriminant and convergent validity of the scales 
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derived from these three TDAS components were not in the acceptable range. Thus, we may 
conclude that among Iranian cancer patients, this Persian translation of the TDAS appears to 
represents a reliable and relevant measure of death anxiety that tap into three related domains, 
namely fear of death, worry and stress, and general concerns. However, if these components 
represent unique constructs, the items of the Persian TDAS do not seem to be particularly well-
suited for measuring them in a specific way, as values for construct reliability, convergent and 
discriminant validity were not in the acceptable range. Instead it may be that the Persian TDAS 
performs better as a general purpose measure of DA in this population, and other cancer-specific 
scales may be used to gauge more detailed concerns. Assessing and confirming the validity and 
the reliability of the scale in other patient populations is recommended as an area for further 
study. 
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Table 1. Cutoff criteria for several fit indexes 
Indexes Acceptable fit 
Chi-squared P-value <.5 
PCFI (Parsimony normed comparative fit index) 
PNFI (Parsimonious normed fit index) 
AGFI (Adjusted goodness of fit index) <.08 
TLI (Tucker-Lewis index) <.9 
RMSEA (Root mean square error of approximation) Good <.08, moderate < 08 to 
.1 
CMIN/DF (Minimum discrepancy function by degrees of 
freedom divided) 
Good < 3, acceptable < 5 
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Table 2. Demographic characteristics of the study participants 
Demographic characteristics Number (%) 
Sex Male 193(48.5) 
Female 205(51.5) 
Marriage Single 31(7.8) 
Married 361(90.7) 
Widowed/ divorced 6(1.5) 
Employment Yes 115(28.9) 
No 283(71.1) 
Educational status No formal education 35(9) 
Primary 74(18.6) 
Intermediate 69(17.3) 
High School 128(32.1) 
Collegiate 92(23.0) 
Economic Status Poor 123(30.9) 
Average 251(63.0) 
Good 24 (6.1) 
Main source of income Personal 157(39.6) 
Family and children 230(57.7) 
Pension from the government 11(2.8) 
Stage of Cancer I 140(35.2) 
II 110(27.6) 
III 66(16.6) 
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IV 82(20.6) 
Type of treatment Treatment undecided or not started 123(30.9) 
Chemo therapy 157 (39.5) 
Radiation therapy 30(7.5) 
Combination (Chemo and Radiation) 
therapies 
70(17.6) 
Surgery 18(4.5) 
Death experiences Yes 4(1) 
No 394(99) 
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Table 3. The CVR and I-CVI for the TDAS items 
Items CVI CVR 
Simplicity 
(1–4) 
Relevancy 
(1–4) 
Clarity (1–
4) 
Essential (1–3) 
I am too afraid to die .86 .8 .93 .86 
The thought of death seldom 
enters my mind 
.86 1 .8 1 
It doesn’t make me nervous when 
people talk about death 
.86 .93 .8 .86 
I dread to think about being 
compelled to have an operation 
.86 1 .93 1 
I am not at all afraid to die 1 1 1 1 
I am not particularly afraid of 
getting cancer 
.86 .93 .8 1 
The thought of death never 
bothers me 
.86 .8 .8 .86 
I am often distressed by the way 
time flies so rapidly 
.93 1 .93 1 
I fear dying a painful death .93 1 .8 .86 
The subject of life after death 
troubles me greatly 
.86 1 .93 1 
I am really scared of having a 
heart attack 
.86 1 .8 .86 
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I often think about how short life 
really is 
1 1 1 1 
I shudder when I hear people 
talking about a World War III 
.86 1 .86 1 
The sight of a dead body is 
horrifying to me 
.86 .93 .86 1 
I feel that the future holds 
nothing for me to fear 
.86 1 .8 1 
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Table 4. Principal component loadings of items in the DAS with three components 
Components Items loading h2 % of 
variance 
Eigen 
values 
1 I am very much afraid to 
die 
.827 .741 26.24 5.00 
I am not at all afraid to 
die 
–.802 .681 
It doesn’t make me 
nervous when people 
talk about death 
.737 .561 
I am not particularly 
afraid of getting cancer 
.617 .551 
The thought of death 
never bothers me 
.596 .665 
2 I fear dying a painful 
death 
.795 .668 25.88 1.65 
The subject of life after 
death troubles me 
greatly 
.752 .663 
I am really scared of 
having a heart attack 
.731 .593 
I feel that the future 
holds nothing for me to 
.667 .611 
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fear 
3 I often think about how 
short life really is 
.494 .655 11.80 1.01 
I shudder when I hear 
people talking about a 
World War III 
.797 .712 
I dread to think about 
having to have an 
operation 
.601 .595 
h2: Communalities 
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Table 5. Convergent and divergent validity of TDAS 
Component AVE MSV ASV 
1 .44 .56 .42 
2 .48 .64 .60 
3 .36 .64 .46 
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Figure 1. The scree plot for TDAS. 
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Figure 2. The final structural model of DAS among cancer patients. 
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 xidneppA
  آیتم اضطراب مرگ تمپلر 51نسخه فارسی مقیاس 
  ترسم.من خیلی از مردن می. 1
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
 2. فکر مرگ به ندرت به ذهن من خطور میکند.
  )5کاملا ًمخالفم( )4مخالفم( )3نظری ندارم( )2موافقم( )1کاملا ًموافقم(
3. صحبت کردن دیگران در مورد مرگ من را عصبی و آشفته نمی-
 کند.
  )5کاملا ًمخالفم( )4مخالفم( )3نظری ندارم( )2موافقم( )1کاملا ًموافقم(
  رساند.ت. فکر داشتن یک عمل جراحی من را می4
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
 5. اصلا ًاز مردن نمیترسم.
  )5کاملا ًمخالفم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًموافقم(
 6. خیلی از ابتلا به سرطان نمیترسم.
  )5کاملا ًمخالفم( )4مخالفم( )3نظری ندارم( )2موافقم( )1کاملا ًموافقم(
 7. فکر کردن در مورد مرگ هرگز من را نگران نمیکند.
  )5کاملا ًمخالفم( )4مخالفم( )3نظری ندارم( )2موافقم( )1کاملا ًموافقم(
  شوم.. اغلب از گذشت سریع زمان مضطرب می8
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
  ترسم.رگ دردناکی داشته باشم، میم. از اینکه 9
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
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  سازد.. تصور زندگی بعد از مرگ به شدت مرا نگران می01
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
  ترسم.. واقعًا از ابتلا به حمله قلبی می11
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
  کنم که واقعًا چقدر زندگی کوتاه است.. اغلب فکر می21
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
(آزرده خاطر)   . از شنیدن حرفهای مردم در مورد جنگ مشمئز31
  م.شومی
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
  کند.. دیدن بدن یک مرده(جسد) مرا دچار وحشت می41
  )5کاملا ًموافقم( )4موافقم( )3نظری ندارم( )2مخالفم( )1کاملا ًمخالفم(
 51. احساس میکنم که در آینده چیزی نیست که مرا بترساند.
  )5کاملا ًمخالفم( )4مخالفم( )3نظری ندارم( )2موافقم( )1موافقم(کاملا ً
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